A 22-year-old black woman presented with symptoms suggestive of Cushing's syndrome three years after chemotherapy for a presumed teratoma with cervical lymphadenopathy. Initially, the absence of clinical signs and the demonstration of two normal 24 h urinary free cortisols appeared to exclude the diagnosis, but an ectopic adrenocorticotropin-producing thymic carcinoid was subsequently removed surgically. Cushing's syndrome due to ectopic adrenocorticotropin production can be difficult to diagnose, particularly if there is periodic hormonogenesis.
Cushing's syndrome due to ectopic adrenocorticotropin (ACTH) production was first described in 1928 by Brown' and is recognised to occur in association with small cell carcinoma of the bronchus and carcinoid tumours of the bronchus, pancreas and thymus. Whereas cases with florid signs of Cushing's syndrome may pose little difficulty, the diagnosis may be less clear.2 In particular when there is associated periodic hormonogenesis or true cyclical Cushing's, investigations such as urinary free cortisol estimation may be intermittently normal, with consequent false-negative exclusion of the diagnosis. Other standard investigations such as an overnight dexamethasone suppression test would also probably be normal in such instances, emphasising the need to follow up and re-investigate in cases of doubt.
Case report
A 22-year-old black woman presented initially with a supraclavicular lymph node; histology was suggestive of a teratoma. Thoracic computed tomography (CT) was reported as showing an enlarged thymic remnant only and she received chemotherapy (four cycles of bleomycin, etoposide and cisplatin) and local radiotherapy. Subsequent therapy consisted of prednisolone 10 -30 mg daily for two years, after which it was reduced to 5 mg daily.
Three years after her initial presentation, she complained of acne, weight gain, bloating and frequent emotional upset. A random ACTH was 36. 8 There has been debate as to whether or not the ectopic ACTH syndrome occurs in association with epithelial thymomas; certainly there can be difficulties in distinguishing the two on the basis of light microscopy alone. All of the original descriptions of ectopic ACTH syndrome in association with thymomas are from before the early 1980s. 3 Wick et al4 concluded that ectopic ACTH syndrome did not occur with thymomas: when a diagnosis of malignant thymoma had been made, in all cases where they were subsequently able to review the histology, they demonstrated that the correct diagnosis was in fact thymic carcinoid.
Periodic hormonogenesis can make the diagnosis of Cushing's syndrome, particularly due to ectopic ACTH production, difficult.
Elevated plasma ACTH levels or adrenal enlargement should alert the clinician to the diagnosis even in the presence of normal urinary free cortisols; such patients need further follow-up and investigation; CT imaging of the thorax and pituitary may be useful. The ratio of ACTH precursors to ACTH may be useful in distinguishing ectopic ACTH production from pituitary-dependent Cushing's disease.
Learning points * a normal 24-h urinary free cortisols does not exclude Cushing's syndrome in cases of periodic hormonogenesis; follow-up investigations may be required * Cushing's syndrome can occur due to ectopic production of ACTH by intrathoracic carcinoid tumours, thoracic CT is therefore mandatory * markedly elevated ACTH precursors are useful in distinguishing ectopic ACTH production from pituitary-dependent Gushing's disease * it is difficult to distinguish maliguant thymoma from thymic carcinoid on the basis of light microscopy alone; however, the former is not associated with the ectopic ACTH syndrome The differential diagnosis of a swelling of the adult male breast is either gynaecomastia or carcinoma. We present a case of adult male tuberculous mastitis who presented to us with a lump in the breast, clinically suspicious of malignancy. Attention to the tuberculous nature of the lump was drawn by fine needle aspiration cytology, later confirmed by histopathology. To our knowledge this is the first case report of 'male' breast tuberculosis.
A 43-year-old man presented to us with a mildly painful lump in the right breast of three months duration. On examination it was mobile, hard, mildly tender and retro-areolar in position, 4 x 4 cm in size with nipple retraction. Ipsilateral lymph nodes were enlarged, discrete, non-tender, mobile and 1-2 cm in size. No history suggestive of tuberculosis was obtained. The clinical picture was suggestive of malignancy, but fine needle aspiration cytology revealed a epithelioid cell granuloma with lymphohistiocytic aggregates (figure 1). The routine haemogram was within normal limits. The erythrocyte sedimentation rate was 42 mm/h by Wintrobes' method. Plain X-ray of the chest did not reveal stigmata of past or present pulmonary tuberculosis.
Excision of the lump by a peri-areolar incision was done under local anesthesia and subsequent histopathologic examination revealed a tubercular granuloma with Langhan's giant cell reaction in the breast parenchyma confirming tuberculosis of the breast (figure 2).
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